INTRODUCTION
The present study focusses on women's option for planned home birth in major urban centers. It is an issue of interest due to the growing demand resulting from social movements, the World Health Organization (WHO), and from organized sectors of society, which culminated in public policies favoring the work of obstetric nurses, obstetricians, and doctors in attending planned home birth in urban centers, in spite of the marginal position in which the same find themselves in our society. 1 According to the Brazilian Ministry of Health, 90% of births in Brazil occur in the hospital environment. The quantitatively-broadened access to prenatal services and to the health services for assistance with birth, in the majority of cases, has translated into a care based on the medicalized model of care, in which the use of interventions such as the administration of oxytocin, the undertaking of episiotomies, breaking of the waters and unnecessary cesareans continue to be frequent. This issue predominates in the hospital context where the paradigm is technocratic in relation to the obstetric care, which translates into a high number of cesareans, a fact confirmed in the data on the Live Births Information System (SINASC, in Portuguese), which evidences that in 2010, the percentage of cesareans in Brazil was 52%, reaching 58% in the State of Rio de Janeiro in 2009. 2 In this line of thinking, in 2009, the prevalence of births in the Municipality of Rio de Janeiro which were assisted in health establishments was 99.76%; 3 currently, the only option for non-hospital birth within the Unified Health System (SUS) is the Casa de Parto David Capistrano Filho, located in the Realengo neighborhood, linked to the Municipal Health Department of Rio de Janeiro.
The idea which is current in Brazilian society, even shared by health professionals, is that home birth, even when planned, represents a higher risk of unfavorable maternal and neonatal outcomes. However, scientific evidence reports that planned home birth for women of low obstetric risk is as safe as normal hospital birth, and should be offered as an option for healthy women who wish for it. [4] [5] [6] [7] In our society, generally speaking, women live immersed in a culture which is pro-cesarean and which denies their condition of citizen, in which the inexistence of the possibility of the option relating to place of birth causes neither fright nor anger. However, in the last 10 years, a significant expansion has occurred in women's' and health professionals' movements, which have sought to discuss alternatives to the predominant model of health care in Brazil. 8 The popularization of the Internet has contributed to the growth of this form of social expression, making it possible for service users to find information on modalities of birth which are different from the technocratic hospital model.
In this study, learning with the diversity of the information in the informed option or choice for planned home birth, the term "option" occurred following the clarification of the meaning of the words "option" and "choice". Turning first of all to the Dicionário da Língua Portuguesa (Dictionary of the Portuguese Language) for the etymological clarification of these terms, it was observed that "option" is the act, right or competence to opt, preference and free choice; and that "choice" refers to the act or effect of choosing, option, preference, selection. It seemed more appropriate to us to adopt the term 'option', bearing in mind that its conceptual connotation encompasses, on one hand, the capacity for free choice, and on the other hand, the condition of the woman's citizenship, and recognizing the right as a mark of power and autonomy in relation to the decision for planned birth.
In the search for the meaning -in the English language -of the term 'option', when linked to the issue of home birth, one finds within its description and analysis the issue of informed choice, which in Portuguese is "opção informada" which, according to the College of Midwives of Ontario (Canada), is a process of option which depends on a complete exchange of information, in a non-emergency and non-authoritarian manner. 2 In this conceptual context, informed choice can be understood as an ideological principle which guides the interaction between the woman and the professional midwife. In Brazil, the professional midwives are the obstetricians and obstetric nurses. This being the case, the midwife must inform the woman about the scientific evidence in the process of care required.
In the light of the above, the intention is to offer support for new health policies which may effectively ensure women greater access to information regarding their rights in relation to labor and childbirth, whether the event is undertaken in the hospital ambit, in the normal birth centers, or at home, so long as it occurs through the woman's free choice.
It should be noted that the study's theoretical assumption was the existence of factors which influence the process of choice for planned home birth, as an expression of the right to citizenship and autonomy. The investigation's objective was to describe the women's process of choice for planned home birth.
METHOD
This study's methodological option resulted in an institutional ethnographic study, as it considers its link to the cultural context and to human behavior in an approach of the feminist movement. Thus, it is possible to produce a photograph and describe the social context of the place where the subject or subjects involved in the investigation are found. In this type of study, one seeks to acquire knowledges regarding how the different social groups function; 12 the qualitative focus, in its turn, allows the deepening of the information in the world of the meanings and the human relationships. 13 The ethnographic study creates contextual, holistic and reflexive theories or conceptions, without testing predetermined hypotheses. Ethnography believes that the social world must be studied fundamentally in its locus; because of this, the choice was made to interview the women in their homes, a place defined by them.
Institutional Ethnography is an empirical research approach; it is linked to the rules and to the social organization of a specified fact or event.
It proposes a sociology which is based on peoples' experience, and not a theory. It combines theory and method, and focuses on the connections between places and situations of daily life or professional practice. This method was created by Dorothy Smith, a sociologist who was strongly influenced by feminism, who thought about the knowledge deriving from the practice, and how the same returns to it. 14 The author asserts that, by seeing from the woman's point of view, based in her routine activities, it is possible to go beyond the dominant practices, and speak of women with accuracy. 15 For the theorist, 16 Institutional Ethnography is a method for exploration and discovery of obscure or unknown issues; it is, therefore, appropriate to the study of the issue of informed choice for planned home birth in urban centers.
The selection of the interviewees took place based on the search for information on professionals who accompany home births in the city of Rio de Janeiro, namely: four obstetric nurses and two doctors. These professionals were informed about the research by telephone, when they were asked to provide contact details for clients who had actually given birth at home, in the period January 2008 -December 2010. The immediacy with which the professionals provided the information requested was noteworthy, producing a survey of 65 women, 40 of whom were attended by this study's researcher. Among the remaining 25 women, it was possible to locate and interview 11.
Nevertheless, the qualification commission for the study's preliminary report recommended the inclusion of the number of women attended by the researcher, so as to achieve data saturation. Moving forward on this basis, the selection of these interviewees occurred based on random sampling among the 40 who had not initially been considered as part of the population. Among the 10 women chosen, we interviewed only six, due to recognition of data saturation. As a result, the final sample was made up of 17 women who had experienced a planned home birth, after they had agreed to participate in the study, and to the terms of consent, as stipulated in Resolution CNS-196/96, ensuring anonymity and the confidentiality of the information through the use of an alpha-numeric code (E 1 ...E 17 ).
Data collection was undertaken in the first semester of 2011 through semi-structured interviews which were digitally recorded, with the interviewees' prior authorization, and transcribed by the researcher. Prior to beginning the recording, the interviewees responded to questions referent to their respective characterization. After this stage, they were asked to report how they opted for a planned home birth. The women spoke freely. When it was necessary to obtain information not addressed by the interviewees, the researcher made use of keywords found in the script to achieve the study's objectives. In addition, notes were made in a fieldwork notebook as a stage of data collection. Following the transcription of the accounts, the reports were validated by the interviewees, thus allowing the undertaking of the analysis of the material's content.
In order to analyze the data collected, we chose the thematic categorization resulting from the interviews. 12 Following the transcription of the interviews, we used the record unit based on the theme as a strategy for organizing. We used colors for identifying each record unit and grouped the similar record units, allowing a general view of the issue. The interviews gave rise to 45 record units based on the thematic grouping, which, in its turn, was the basis for the construction of nine subcategories, namely: learning from a variety of information; the relationship with the baby's father; the relationship with the family and the friends; home birth, positive and negative aspects; the relationship with the health system and the doctor; the relationship with the professional; stories which marked her trajectory; a different way of facing my body, life, and the world; and, reactions following birth.
Three major categories emerged from the nine subcategories: information -a step for the option for planned home birth; influence in the option for planned home birth; and, the option for the natural birth and de-medicalization.
The category presented here is informationa step for the option for planned home birth, which was constructed based on two subcategories, namely: learning from a variety of information; and the relationship with the baby's father. Learning from a variety of information emerges based on seven record units, namely: knowing persons who had a home birth; knowing persons with negative experiences; the Internet as a source of information; books as a source of information, information from other health professionals; and the exchanging of information with other women and comparison with other countries. The subcategory: the relationship with the baby's father originated from three record units: the father in relation to home birth, negotiating the participation of the father with the hospital, and the participation of the father in the birth process.
It is important to emphasize that the investigation was undertaken following consideration by the Research Ethics Committee of the Anna Nery School of Nursing, of the Federal University of Rio de Janeiro, regarding its ethical and legal aspects, and was approved under protocol n. 078/2010.
RESULTS AND DISCUSSION
The characterization of the interviewees was as follows: 13 were primiparous; at the time of the birth they were aged between 21 and 41 years old. In relation to place of residence, there was prevalence of those who lived in regions with a higher socioeconomic level, indicating the possible influence of financial factors in the choice of the place of birth. All had university degrees and daily access to the Internet, meaning that qualified and diversified information emerges as key to the informed choice. Studies undertaken in England and in São Paulo with women who gave birth at home found results similar to this. 1, 17 It was also observed that the majority of the women contributed considerably to their family's incomes.
Information: a step for the option for planned home birth
All the women reported seeking and accessing information as an important part of the choosing process. None of them stated that they had made this choice from one hour to the next; on the contrary, they reported that they experienced an internal and external process in the social relationships, until they arrived at the choice, thus confirming that the final option is the result of information from different sources that has two basic pillars: safety for the mother and baby, and the de-medicalization of the process of parturition and childbirth, as stated in the following account:
[ The access to diversified information is owed mainly to these women's educational condition, and appears as an influential factor in their becoming aware and in the choice for a planned home birth. This fact, as it was reported by the women, represented the first step for the determination of the option made. In this study, the diversified information was termed as such because it originated in sources which were differentiated based on the women's social relationships, whether they had or not undertaken or assisted in a home birth, and were limited to the different means of communication.
The information acts as the conductor of a network of knowledges and accounts of experience in two dimensions: internal and external. The first serves as a base for the process of consciousness-raising, and the second, for the establishment of a social support organization. In this, the knowledges and the practices are the basis of a social understanding as a discourse of the woman and not for the woman. 18 In looking at how our society is organized on the issue of labor and childbirth, it may be ascertained that the women assert that they actively need to seek differentiated information in order to reach the point where they opt for home birth. This occurs because the social relationships in Brazil confirmed the hospital as the only place of birth. 8, 19, 20 Media campaigns reinforce the importance of the medical professional during pregnancy and birth. The power relationships are clear, and the women participate in this social relationship with the professional. The women's participation in the process, even though limited, confirms the literature, 16 in the sense that the social relationships do not occur for the persons, and are not made for the persons. The persons actively constitute the social relationships. 15 This being the case, in the majority of occasions, the women delegate the power to the professional or simply accept his knowledge as unquestionable, due to not having access to data which allow them to question the specialists' scientific knowledge. The search for information, on its own, may be recognized as a new power relationship which is established between professionals and clients. 16 Whether they are primiparous or not does not change the fact. These women mention -at some point of their process -the access to differentiated information as support for their choice, as the report below emphasizes:
[
...] well, I began to gather information on the issue, on the humanization of the birth, on the options, and began to get pretty interested in home birth, but wasn't able to go ahead with this in my first pregnancy. It ended up being a hospital birth which was not much how I had hoped, which led me to seek a home birth with greater dedication in my second pregnancy [...] (E 12 ).
This account shows that this woman's change of attitude -in this case, the search for another professional who would be appropriate for her needs -did not occur easily or spontaneously. It was the fact of having an expectation frustrated which drove her to seek information and professionals who would allow her to experience a new power relationship, with new rules of social organization, in which her wishes could be respected, including in the issue of the choice of place of birth.
The women also indicated that access to information has different origins: they can be direct (person/person), occur in pregnancy groups, or originate from varying means of communication. It was clear, furthermore, that the information can have a scientific origin or be the result of experience.
Knowing people who had a home birth
The data demonstrate a predominance of women who knew somebody who had had the experience of a home birth, as shown in the accounts below:
[ 
.] (E 6 ).
The majority of women in the city of Rio de Janeiro does not imagine the possibility of a birth outside hospital; this is because this information is not available in the health services; and, in their turn, they do not seek this information. In the texts and forms to which the women have access, such as the pregnancy care-planning card, reference is not made to the possibility of an option relating to the place, or to the professional who assists with the birth in the public or private health services, which supports the premise of Dorothy Smith 16 that the texts are mediators and organizers of the social relationships.
At no point did the interviewees report having received any information about the possibility of choice, neither in regard to the place of birth or any other item; indeed, very much to the contrary, they reported that there was an information gap when they were attended in the hospital. The search for the information led them, in practice, to the possibility of the choice, a choice which is not available for the population in general, as the Unified Health System (SUS) does not offer this mode of care.
The search for the information, even prior to the choice, including in the cases in which the final choice was not for home birth, clearly shows an internal recognition, a different way of seeing the world and the relationships around one, as the excerpt of the account below shows:
...] after I spoke with a friend who had given birth at home, I became more keen, because in the beginning I was a bit afraid [...] (E 14 ).
In this case, it was the information that was responsible for reducing the fear, as one interviewee recognized:
as soon as I fell pregnant, I had friends around me who had already made this choice. For me, this was a natural thing, it was already part of conversations with other pregnant women. And I thought that it was the best option [...] (E 17 ).
Based on the accounts, it was observed that the women who gave birth at home contributed decisively to the choice made by other women, through the exchanging of knowledges and practices related to the choice for home birth. The experience confers the condition of authority and decision on these women. On the issues of giving birth and the choice of the place of birth, the women themselves see themselves as holders of knowledge arising from the practice of friends who experienced home birth. The way the women recognize the knowledge as arising from the experience of giving birth is part of the power relationships which surround these women's relationships and their choice of home birth.
What could be a subgroup of women appears: those who experienced birth outside of the hospital institution. This sharing of ideas which is created in the relationships between women with similar experiences is a fact which supports, in this case, the choice of home birth.
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Knowing persons with negative experiences
It was also noted that among the women, some stated that previous negative experiences in hospital -their own or of third parties -were important in the decision. Once more, the knowledge has its origin in practice, which authorizes and legitimates the account below:
[ The positive experience and the access to information appear as encouragement, in contrast to the difficulty of the other women's experience, based on the environment when they gave birth. The environment is not limited only to its physical aspect, as it is there that the professionals are found. The most determinant aspect is not regarding the physiological processes, but rather the strange/unknown place. The "strange place", here determines a social relationship which meets other needs apart from those of the women in the process of giving birth, causing them to feel excluded from a process which is theirs by nature, by legitimacy and by right. On this subject, an excerpt from one account follows:
[ The previous negative experience, when pregnant, or of somebody who they personally know, exercises a powerful influence in the search for a choice which respects their needs for care that is not standardized and which is determinant of their own social relationship. The process of (de) characterization described above, the failure of professionals to recognize their needs and the difficulties they face in the experience of birth, make the experience of giving birth absolutely negative.
The Internet as a source of information
The women confirmed that they accessed the Internet in order to obtain information about natural birth, as we can see in the account below:
[. Reading, and new scientific concepts appear as a source of security. What these accounts show is the possibility of a change of behavior based on access to information made available in books. The social relationships are influenced by and mediated by texts. The books bring new concepts which change the social relationships between women, professionals and health institutions. 16 The interviewees indicated the need to carry out an active search in order to have access to the specialized scientific literature. The information identified here served as a basis for changing the social relationships and the power relations which impose the traditional hospital birth or scheduled cesareans upon the women.
Information from the health professionals
Women were identified who received positive information relating to planned home birth from professionals apart from those responsible for the prenatal consultations, as in the case below:
[ The professional of the institution makes it clear to the woman that it is easier to achieve her wish in direct negotiations with an autonomous professional, outside the hospital, than to try to flexibilize rules in a hospital institution. The person who holds the power, who gives support, is the same person who reinforces the woman's wish and drives her audacity in the search for a choice:
[ The professionals -both autonomous or linked to the health institutions -in this case recognized and encouraged the choice for the planned home birth. We are, therefore, speaking about an absolutely selected group of professionals who showed that they sought scientific evidence upon which to base their practice, which we understand as a reason for optimism.
The exchanging of information between the women
To talk about information means to talk about something material, such as statistical data, for example. Here, we are talking about an activity to be undertaken based on scientific evidence. The women, however, bring new meaning to the information, as shown in the account below:
] (E 2 ).
The first step is to recognize the authority of those who live through this experience -in this case, the home birth -shortly after the recognition, in this experience, of a result which goes beyond a healthy mother and baby. We are talking of well-being, integrity, a feeling of power, recognition of her real strengths purely through the fact of being a woman. Through the interviewees' discourses, one can understand the greater meaning of the possibility of a more pleasurable experience of birth, which clearly does not occur frequently in our society. 1 The recognition of this power, inherent to the female sex, in the strictest sense of the word, makes all the women who opted for this path equal. The exchanging of experiences between the women is presented, therefore, as an important source of information, which facilitates the choice of a planned home birth.
FINAL COMMENTS
The process of opting for the planned home birth, in major urban centers, begins based in access to information, whose origin may be individual or occur in personal contact, or in social networks on the Internet, considered diversified and qualified information, based in the experience of other women, an empirical knowledge, and also scientific knowledge. The women exchange knowledges and practices, making the home birth an option constructed over the duration of the pregnancy.
In this process, the women establish social relationships and use these as a base in the interactions with partner, family, and friends: social relationships constructed based on women who are informed and financially independent, who (de)construct the gender relations based on the difference of sexes. They construct strategies for strengthening relationships, with greater equality of rights. Through the awareness of their physi-
